£ ATH 63-0056
DEPARTMENT OF PUBLIC HEALTH AND WEL '
TA 4
Registration District No. S-Lz__Jnmary l-glmaﬂon District No. 1002 i s No. 879 STATE FILE NUMBER
DO NOT WRITE AMENDED -
ON THIS STUB

1. PLACE b 2. USUAL RESIDENCE (Where decessed lhved. If msmuﬂon Reudem:. before
a. COUNTY Jaeisen Clay s STAMigsouri b counrr  Clay admission)
b. CITY Hf outside corporate limits, give TOWNSHIP only} Length of stay in 1b c. CITY inside Limits

TowN Kansas City y yrs. rown  Kansas City Yes [ No O

e, FULL NAME OF [If NOT in hospiral, give location) inside Limit " d. STREET i i i i
PULLNAME O ide Limlts T {if cutside, give location) Reside on Farm

wstiution  © East L,2nd., Terrace Yer D) Mo S E. 42nd, Terr. lYen wDO

a. H::Eo?;il:ffﬂsiu Ha;;;;ie Galig:;ea Last 4. DBIFTE Month Day Year
_ Galloway Creek DA February 7, 1963
5. SEX fe]nale o .Col.g;l’lc;ftuce 7. A.Aaniad O  Never "_“‘"'ed a 5 DATE OF BIgTH 9. AGE {lest birthday) | IF U:;?E_R IDYEAR l: UrNDER i:i l‘fﬂ
e Widowed 3¢ Divorced [] 9 93 Months ays surs Min
10a. USUAL OCCUPATION (Give kind of work done | 100, KIND OF BUSINESS OR INDUSTRY([ 11. BIRTHPLACE (City and staie of country) 12, CITIZEN OF WHAT COUNTRY
unng moslknéworkmg lifs, ﬂ if rellrei Bd Clay‘ co’lm‘by, Mo. UO SO AO
13a. FATHEQ_’S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF RUSBAND OR WIFE
William Galloway Lucy Jane Mc Connell Thomas A. Creek
5. WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. | 17. INFORMANT Address

{Yes, ffoor unknuwn)' {If yes, give war or dates of service) - Paul Creek, 5 E. hznd. TerI‘ o

18, CAUSE OF DEATH {Enter. anly one cause per line ’ INTERVAL BETWEEN
PART I. DEAYH WAS CAUSED BY: . ONSET AND DEATH

IMMEDIATE CAust (f ___dcCULE coromary occlusion 5 min.
arteriosclerosis yIsSe

VS 300
Rev. 4/59

bobb

DATE AMENDED -

—
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=
=
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Q
[a]

Conditions, if any, DUE TO (b)
which gove rise fo
above cause (a),
stating the under-
lying cause lsal. DUE TO (<)

FART LI; OTHER SlGNlFICANT CONDITIONS CONT&IHLITING TO DEATH but not relsted to the terminal PART (11, if deceased was femals wm
disesse condn!lon given in PARY | {a) ) o - there » pregnancy in_last 90_days.

- ID Yes O Ne: I O Unknown

19, WAS AUTOPSY | 20a. ACCIDENT SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED- [Enter nature of injury in PART | or PART Il of item 18.)
PERFORMED? |a| O @]
YES[1 NO 3

“20c. TIME OF  Houl  Month, Day, Year |
INJURY a.m.

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

. ..
-20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [ farm, factory, strast, of‘hu bidg., etc.}

NOT WHILE AT WORK [J ] Ry,

d from_ Vi ?-"40 (B i test aw her ative onwd_.’——

m on the-dste:stated above, and to the best of my knowledge, from the causes stated.

W, Hen'd_“pen “MEDICAL CERTIFICATION

USE BLACK INK
OR
TYPEWRITER RIBBON

SHOULD READ

{Dearee ar ml)) ; [ 25 ADpRESS - ' 22¢. DATE SIGNED

€ 23, BURIAL, CREMATION, 2;31;. DATE . NAME OF CEMETERY OR CREMATO! %&. LOCATION (City, town, or county) (State)

el EMOVAL (Specif 2-10-53 Providence Ceme Clay County, Mo.

o
E:l OORESS 25. DATE RECD. BY LOCAL REG. | 26. REGI S SIGNATURE
. FUNERAL Dj_ReEc_-P%‘uneral Hcme: Liberty, Moe oz__‘f_,éj’ W : ,ZC / '!

(Li d Embalmer's Stat t on Reverse Side]

(TEM NO.

"BY AFFIDAVIT OF




" STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by ) - Student Embalmer No.
working under my personal supervision.

Student

Signature of Student Embalmer

Licensed Embalmer

Note: The sbove MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. . (Fail
with the above constitutes grounds for revocation of . Ilcense) .
If embalmed, by a STUDENT, he_ also shall sign in his OWN handwrmng
" If this body is not embalmed, fact-should'be so sfated above. -




